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Syndromic Surveillance in Virginia

Traditiona survelllancefor re-

has aso yielded additiona ben-

portabl ediseasesisbased on sus- med?:f;f“on Mi‘;;‘;a' Diagnosis '”Sbﬁ’lﬁigce efits, including stronger relations
pected or confirmed diagnoses between the local public health
from hedlthcareproviders. How- | onset of > departments and area hedlthcare
ever, increased demand for the |Symptoms | | systems, aswell asimproved fol-
rapid detection of acute public Medical Laboratory  Prescription low-up for someconditions(e.g.,
health threats has led to the de- consultation  testing filled rabiesfollow-upfor animal bites).

velopment of new approachesto
identify disease cases or outbreaks that
may deserveintervention.

Syndromic surveillancefocusesonthe
early period before clinical diagnosis or
laboratory confirmation of aparticular dis-
ease by using ‘aternative’ health-related
datasources(seeFigure). Instead of wait-
ing for confirmed diagnoses, theseindica
tors can help to detect events, including
actsof bioterrorism, earlier than would be
possible with traditiona disease surveil-
lance systems. For example, large num-
bers of peoplein emergency rooms com-
plaining of respiratory symptomsin Sep-
tember may indicate an early flu
season. ...or theintentiond release of pneu-
monic plague. Thisinformationisimpor-
tant to public health workerswho can use
it to help detect aproblem and notify clini-
ciansin thecommunity if an unusual dis-
ease event is suspected

Although these new tools do not af-
fect most healthcare providersdirectly, it
ishelpful for providersinVirginiatoknow
about resourcesthat are being devel oped.
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Therefore, thisarticlereviewsthecurrent
activities related to the use of syndromic
survelllanceinVirginia

Manual Evaluation of
Syndromic Data

Although originally used for short-term
survelllance(eg., politica conventions, the
Olympics) syndromic surveillance meth-
ods are increasingly being used for rou-
tine monitoring. Since the events of Sep-
tember 11, 2001, hedthdistrictsin North-
ernand Eagtern Virginiahave collaborated
with area hospitals to detect health
changesin the community. Under the au-
thority of the Code of irginia related to
specia surveillance, hedth digtrict person-
nel review emergency department chief
complaint logs each day to classify visits
into broad symptom categories (*syn-
dromes’). Syndrome tallies are tracked
over time, and thedetection of higher-than-
expected levels are ‘flagged’ to receive
public healthfollow-up, including review-
ing the patients demographic and geo-
graphicinformation, and potentialy con-
tacting facilitiesto gather more informa-
tion. Daily communicationwiththeMary-
land and Washington, D.C., health depart-
ments assures coordinated monitoring of
the National Capital Region. In some
cases, the syndromic surveillance process

TheFutureof Syndromic
Surveillance

Syndromic surveillanceisareatively
new tool, and al of itsstrengths (and wesk-
nesses) aredtill being explored. Although
manual data reviews have been in place
in some parts of Virginia for more than
three years, efforts are being made to
develop eectronic methods that will be
moretimeefficient, will enableconsider-
ation of a broader range of data sources,
andwill helptofacilitatedataanayss. Two
examples of these are ESSENCE and
BioSense.

ESSENCE

TheElectronic Surveillance Systemfor
the Early Notification of Community-
based Epidemics (ESSENCE) is a web-
based application devel oped by the Johns
HopkinsUniverdity Applied PhyscsLabo-
ratory and the Division of Preventive
Medicine at the Walter Reed Army Insti-
tute of Research. ESSENCE uses chief
complaint data from participating emer-
gency departments, supplemented by sdes
datafor over-the-counter medications, di-
agnoses from Department of Defense
(DOD) ambulatory care facilities, and
Medicareclaimsdata. Eventsaregrouped
into eight “ syndromic clusters’ consistent
with emerging infectionsand bioterrorism
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An Outbreak of Norovirus Gastroenteritis Associated
with a Robotics Competition

Background: In March 2004, epidemiologists, nurses and environmental health specialists from Henrico County and Rich-
mond City Health Departments and the Office of Epidemiology investigated an outbreak of nausea, vomiting and diarrhea
associ ated with arobotics competition in Richmond.

Methods: Severa stepswere taken to determine the extent and cause of the outbreak, including: 1. Surveys of roboticsteam
leaders, volunteers, judgesand staff; 2. A cohort study of five selected roboticsteams; and 3. A cohort study of engineering school
students, faculty and staff who attended a catered reception associated with the robotics competition. Environmental health
specidists investigated the establishment that catered the reception. Stool specimens from 15 robotics team participants and 5
employees of the catering establishment were submitted for laboratory analysis.

Results:  Surveys showed that attendance at the catered engineering school reception was significantly associated with
illness (RR=9.2, p<.0000001 and RR= 5.0, p=0.0240). Cohort studiesindicated that 52-84% of personswho ate ham or turkey
sandwiches at the reception becameill. Eleven specimens from robotics team partici pants and one specimen from an employee
of the catering establishment tested positive for norovirus by reverse transcriptase polymerase chain reaction (RT-PCR). No
violationsin food preparation practices at the catering establi shment were documented.

Discussion: Whilenoneof the catering establishment employeesadmitted to ilIness prior to the engineering school reception,
it islikely that ham and turkey sandwiches served at the event were contaminated during preparation by aniill or recently-ill
employee, explaining the sharp peak in the number of casesfollowing the reception. Person-to-person transmission waslikely an
important cause of illnessin cases with later dates of onset.

Dawn Hawkins, MS

2 November 2004



Influenza Activityin Virginia
andtheU.S.

Asof December 8, 2004, the Division of
Consolidated Laboratory Services (DCLS)
and hospital laboratories had reported six
confirmed cases of influenzatypeA by direct
fluorescent antibody (DFA) and/or culture.
As aresult, Virginia influenza activity was
listed asLocdl (i.e., increased influenza-like
illness(IL1) inoneregion and lab confirmed
fluinthat region or two or moreinstitutional
outbreaksin asingle region with lab confir-
mation). Overal, in the U.S. one state/terri-
tory had reported regiona activity, two had
reported local activity, 37 states/territorieshad
reported sporadic influenza activity, and 12
had reported no activity. The proportion of
deaths attributable to pneumonia and influ-
enzain 122 cities monitored by the Centers
for Disease Control and Prevention (CDC)
was below basdline values.

The CDC reports that during the week
ending November 27, 2004, 29 (2.1%) of 1,382
specimenstested by the World Health Orga-
nization (WHO) and Nationa Respiratory and
EntericVirusSurveillance System (NREV SS)
laboratorieswerepostivefor influenza Since
October 3, WHO and NREV SSaboratories
have tested atotal of 15,512 specimens for
influenza viruses with 201 (1.3%) positives
detected.

Of the 201 influenzaisolatesidentified, 146
(72.6%) were influenza A viruses and 55
(27.4%) wereinfluenzaB viruses. Sixty-five
(44.5%) of the 146 influenzaA virusesidenti-
fied have been subtyped and all were H3N2
viruses. The CDC has antigenically charac-

Flu Corner

terized 36influenzaviruses. al 26 of theinflu-
enzaA (H3N2) isolateswere
A/Fujian/411/2002-like (the
influenzaA (H3N2) compo-
nent in the 2004-05 influenza
vaccine). All 10 of theinfluenzaB
virusesthat were characterized were B/
Shanghai/361/2002-like (theinfluenzaB com-
ponent in the 2004-05 influenzavaccine).

Go to the CDC website at http://
www.cdc.gov/fluiweekly/fluactivity.htm for
up-to-datedetailsoninfluenzasurveillancein
theU.S.

I nfluenza Vaccine Update

Todate, VDH hasreceived 255,150 doses
of fluvaccine, all of which have been distrib-
uted to health departments and other
hedthcare providersbased onthelocdly iden-
tified needs of high-risk populations. An ad-
ditional 54,000 doses of vaccinewill beallo-
cated by the Division of Immunizationfor dis-
tribution by the CDC in early January.

VDH hasreceived 114,950 dosesof fluvac-
cine (100% of the origina order) for the Vir-
giniaVaccines for Children (VFC) program.
These doses have been distributed to private
providers and health departments for vacci-
nation of high-risk VFC Program eligiblechil-
dren.

I nterim Guidancefor Influenza
Diagnostic Testing

During the current flu season, the dimin-
ished supply of influenzavaccineand thelim-
ited supply of influenza antivirals could in-
crease the demand for influenzatesting. Asa

result, on November 22, 2004 the CDC releasad

guidance to help clinicians determine when

they should order influenzatesting.
A variety of influenzatests are available.

The standard for the diagnosisof influenza
remainsvirusculture. However, arapid

test or immunofluorescence staining
arethetests of choiceto help with
thedecision to use antiviral medi-
cations. When not available, the decision to
use antiviral medications should be made on
clinical grounds rather than waiting for the
results of virus culture.

1) TestingOutpatientsfor Influenza
Tests do not need to be done on dll
patientswith symptoms of influenza.
Once influenza has been documented in
the community or geographic area, a
clinical diagnosiscan be madefor
patients with signs and symptoms
consistent with influenza. For individual
patients atest ismost useful whenitis
most likely to hel p with treatment
decisions (e.g., use of antiviral agents).
However, not every patient with
influenzarequiresantiviral medication.

2) Tedtinglnpatientsfor Influenza
Detection of influenzaand prompt
implementation of control measuresis
critical for the control of ingtitutional
outbresks. When thereisinfluenza
activity inthe community, consider
influenzatesting, including virus culture,
for patients who develop signs and
symptomsof influenzawhilethey areina
hedthcarefacility.

Please see the CDC website at http://
www.cdc.gov/flu/professional s/treatment/
0405antivira guide.htmfor moreinformation.

Epidemiology in Virginia

The Office of Epidemiology and the Emergency Preparedness and Response programs
held asymposium on November 17, 2004 in Charlottesvilleto share experienceson

activitiesthat have occurred across Virginiain 2003-4. Approximately 200 public health
staff, infection control professionals, laboratory personnel, and healthcare providers attended the conference.

Presentations covered abroad range of topics. Theseincluded outbreak investigationsfor salmonellosis, staphylococcus
intoxication, pertussis, influenza, varicella, methicillin resistant Saphylococcusaureus (MRSA) and tuberculosis. In addition,
presentations covered Hurricane | sabel-rel ated mortality, West Nile virus surveillance, the use of geocoding for STD data
anaysis, and the Division of Consolidated L aboratory Services (DCLS) participationin the national PulseNet program.

Whilethe qudity of al of the presentationswas extremely high, Ms. Dawn Hawkinsfrom the Division of Surveillance and
Investigation was awarded the 2004 Grayson B. Miller award for excellence for her presentation on the investigation of alarge

norovirus outbreak (see page 2).

Epidemiology Bulletin



Cases of Selected Notifiable Diseases Reported in Virginia*

Total CasesReported, October 2004

Total CasesReported Satewide,
Regions January through October
Disease Sate NW N SW C E ThisYear Last Year 5Yr Avg

AIDS 47 8 21 2 7 9 560 657 684
Campylobacteriosis 63 8 24 19 7 5 573 710 544
E. coli 0O157:H7 8 1 5 0 2 0 35 33 53
Giardiasis 75 16 24 16 7 12 448 285 321
Gonorrhea 705 42 57 95 173 338 7,406 7,594 8,413
Hepatitis, Viral

A, acute 19 2 8 5 2 2 115 85 119

B, acute 31 2 6 10 7 6 220 149 135

C, acute 0 0 0 0 0 0 16 7 6
HIV Infection 76 5 14 9 24 24 723 674 713
Lead in Children’ 68 4 5 21 24 14 688 667 589
Legionellosis 4 1 2 0 0 1 42 82 36
Lyme Disease 34 1 26 1 1 5 151 81 114
Measles 0] 0 0 0 0 0 0 0 3
Meningococcal Infection 4 1 1 0 0 2 18 23 36
Mumps 0 0 0 0 0 0 2 1 6
Pertussis 35 7 4 5 12 7 170 87 74
Rabies in Animals 39 8 1 8 5 7 410 449 469
Rocky Mountain Spotted Fever 7 1 2 0 2 2 30 28 21
Rubella 0 0 0 0 0 0 0 0 0
Salmonellosis 158 29 49 23 21 36 1,049 889 1,002
Shigellosis 23 1 15 1 6 0 142 383 399
Syphilis, Early® 20 2 4 1 1 12 173 137 208
Tuberculosis 44 2 21 2 8 11 228 225 227

Localities Reporting Animal Rabies ThisMonth: Accomack 1 raccoon; Albemarle 1 raccoon; Arlington 2 raccoons; Augusta 1 skunk; Bedford 1 raccoon;
Bland 1 skunk; Charles City 1 raccoon; Fairfax 2 bats, 1 cat, 2 foxes, 3 raccoons; Frederick 1 skunk; Hanover 1 fox, 2 raccoons, Highland 1 raccoon; Idle of
Wight 1 raccoon; King George 1 skunk; Lynchburg 1 skunk; Mathews 1 fox; Middlesex 1 fox, 1 skunk; Montgomery 1 bat; Patrick 1 raccoon; Powhatan 1
raccoon; Prince William 1 skunk; Rockbridge 1 skunk; Rockingham 1 cat; Smyth 2 skunks; Stafford 1 fox; Suffolk 1 raccoon, 1 skunk; Wythe 1 raccoon.
Toxic Substance-related IlInesses: Ashestosis 2; Adult Lead Exposure 2; Pneumoconiosis 9.
*Datafor 2004 are provisiond. TElevated blood lead levels >10ug/dL . SIncludes primary, secondary, and early latent.
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